Sir,
We thank Mr Todkar for his interest in our article. Indeed, there are numerous factors which influence the risk of fracture-healing complications for intracapsular fractures. Some of these factors may, however, only be associated with complications of healing, rather than being causal. A study of all these factors would be extremely difficult to undertake. The study by Barnes et al 1 addressed some of these factors, but 23 pages of The Journal of Bone and Joint Surgery [Br] were required to report the findings.
The reader should not use the figures from our article to calculate the incidence of nonunion for displaced intracapsular fractures (39%). As stated in our article, this is not a consecutive series of patients. Overall, 591 patients were treated at our unit for a non-pathological displaced intracapsular fracture during the period of the study. This gives a rate of nonunion of 26%.
Regarding the parallel insertion of screws, one should differentiate between the methods previously described such as crossed Garden screws, in which there was an attempt to prevent fracture collapse by placing the screws at an angle of 60˚ to 90˚, and our study where the mean angle between the screws was 5˚. We feel that a minor degree of angulation for screws in the osteoporotic bone of the femoral neck would not have much effect in preventing collapse of the fracture. As our study shows, the separation of screws into different areas of the bone is more effective in reducing the risk of nonunion than is parallelism.
Glove perforation and contamination in primary total hip arthroplasty
Sir, We read with great interest the article in the April 2005 issue by Al-Maiyah et al 1 entitled 'Glove perforation and contamination in primary total hip arthroplasty'. It is interesting to note that changing gloves at regular intervals decreases the incidence of glove perforation and glove contamination during total hip arthroplasty. However, the authors did not mention the association between glove perforation and glove contamination in their study, which is an important issue to consider, with the data available to them.
Perforation of gloves can spread the bacterial flora from the skin to the surface of the gloves. But with 63% of the operations showing bacterial contamination in the operating field even under laminar air flow, 2 contamination of the gloves can arise from anywhere in the field including being airborne. McCue, Berg and Saunders 3 found draping to be an important factor in causing the contamination of outer gloves. Interestingly, Dodds et al 4 showed that glove perforation did not influence the bacterial counts on the outer surface of the gloves in general surgical operations. If perforation of the outer glove is associated with its contamination, it may indicate a causal relationship, suggesting that the inner gloves are one of the sources of contamination. In such circumstances, changing both the outer and inner gloves at regular intervals may be necessary to further reduce the incidence of contamination.
The association between perforation and contamination of the glove needs to be analysed from the data included in the authors' study. Determining the incidence of the perforation of inner gloves and their contamination as well could have further enhanced the outcome of their study. There are many variables in this study which, if eliminated, would provide more conclusive evidence of the effectiveness of the technique. The criterion for a 20-minute glove change in this study for surgery of an average duration of 70 minutes seemed arbitrary and with no justification. As the surgeon and his team were unblinded they may have become biased, working more attentively and carefully in the study group, resulting in fewer glove perforations and contaminations.
Furthermore, upon analysing the results of Table I we note that the surgeon for each operation in the study group changed gloves only once more on average compared with the control group ((120 -94 pairs)/25 operations = 1.04). The fact that this extra change of gloves per member of the surgical team in a single operation produces such a difference in the incidence of glove perforations and contaminations somehow appears unlikely. A. AGARWAL, MS R. AGARWAL, MD Delhi, India.
